*Staphylococcus aureus* is the most frequently isolated bacterial pathogen globally. It is an important cause of skin and soft tissue infections (SSTIs), endovascular infections, pneumonia, septic arthritis, endocarditis, osteomyelitis, foreign-body infections, bacteremia and toxemic syndromes.\[[@ref1][@ref2]\]

Methicillin-resistant *S. aureus* (MRSA) isolates are resistant to all classes of penicillins and other lactam antimicrobials. Previously, they were hospital-associated MRSA (HA-MRSA), however, since the mid-1990s, there has been a substantial increase in the number of MRSA infections that reported for populations lacking risk factors for exposure to the healthcare system, these are called as Community acquired MRSA (CA-MRSA). CA-MRSA and HA-MRSA strains differ in population affected, site of infection, risk factors, transmission, gene profile, the Phanton valentine gene, toxicities, and antimicrobial susceptibility.\[[@ref3]--[@ref5]\]

This study, carried out in Kuwait, focuses on studying the prevalence, risk factors of MRSA infections in the community and hospital. The incidence and risk factors for CA-MRSA and HA-MRSA among patients of various wards and intensive care unit (ICU) were determined. Cultures for MRSA were taken from various sites in all enrolled patients upon admission. All isolates were subjected for their susceptibility to different antibiotics. The results revealed that the samples grew CA-MRSA in majority of cases. A highly significant relationship was observed between the number of CA-MRSA patients and the different sites of infections. A significant correlation between the type of MRSA and different wards, sites, and lengths of hospital stay was also seen. The level of serum albumin, iron deficiency anemia, and diabetes that are routinely measured at hospital admission, in addition to the period of hospital stay, were predictors and risk factors to CA-MRSA infection. HA-MRSA patients were found to have more multidrug resistant characteristics than CA-MRSA patients.

It is well documented that the percentage of CA-MRSA in hospital units is greater than before. This is significant because professional healthcare personnel habitually move between patient care settings and hospitals, which might lead to the spread of the pathogens. Apart from this study, many studies have emphasized that CA-MRSA strains are not replacing the HA-MRSA strains, but rather are adding to the problem of MRSA. The coexistence of both strains and protection of CA-MRSA can occur in the hospital because of the arrival of numerous colonized and infected patients.\[[@ref3]--[@ref5]\]

Information on the type of MRSA community- or healthcare-associated organism and on the place of origin of these organisms is useful for the clinical expression and for determining appropriate treatment. HA-MRSA and CA-MRSA differ clinically and biologically. MRSA strains′ incidence and epidemiology are varying and have become a worldwide problem. It is important to determine the difference of these two strains to effectively prevent, treat, and handle patients. Antimicrobials such as clindamycin, doxycycline, minocycline, trimethoprim-sulfamethoxazole, and vancomycin are recommended. Several newer antistaphylococcal agents are available for parenteral therapy, including daptomycin, linezolid, tigecycline and quinupristin-dalfopristin. Certain antimicrobial drugs (fluoroquinolones, rifampicin) should be avoided as therapy for MRSA SSTIs despite susceptibility documented by laboratory testing because of the high rate of emergence of resistance on exposure. Mupirocin is recommended for local use in carriers.\[[@ref5]\]

This study highlights that *S. aureus* and MRSA are crucial globally due to their increased resistance to many antibiotics. Strict infection control practices can reliably limit their spread and are needed to control outbreaks. As the CA-MRSA epidemic continues, the need for effective interventions have become of paramount importance.
